. Illustration shows thepositioningofthebone-anchored suspension suture. Initially, thesuturewasanchored tothemedial aspect of the infraorbital rim (A). We have moved it closer to thepiriformaperture (B).
Nasal valve collapse is a common cause of nasal obstruction. A wide variety of surgical techniques have been used to treat nasal valve collapse, including spreader and alar batten grafts. 1 In 1996, Paniello described a technique called nasalvalve suspension, which was a novel method of using sutures to suspend components of the upper lateral and lower lateral cartilages, thus preventing their collapse during Inspiration.'
In 2007, the senior author (S.B.R.) and Sam P. Most, MD, introduced a modification of this technique that involved an external rhinoplasty approach with place-ment of a bone anchor,' This modification allowed for better visualization of the infraorbital rim while eliminating the need for a facial incision. At our institution, we have performed more than 20 of these procedures, and we often position the anchor closer to the piriform aperture to decrease the area of dissection over the maxilla (figure 1). This modification maintains the same vector and support to the internal valve area. We also modified this technique so that we could perform the procedure via a closed approach through an intercartilaginous incision (figure 2). We report a case of a complication that occurred in one of our surgeries. The patient was a 31-year-old man who had a deviated nasal septum, turbinate hypertrophy, and a dynamic nasal valve collapse that was worse on the left. We performed a septoplasty, a turbinoplasty (submucous microdebrider resection and therapeutic outfracturing), and a left nasal valve suspension with placement of a Mitek bone-anchored suture (Mitek Synthes; Raynham, Mass.) through an internal approach. This procedure relieved the patient's obstructive symptoms slightly,but he still had a minor residual collapse postoperatively with some obstruction. His primary complaint, however, was postoperative pain, which he described as a sharp electrical sensation along the left piriform aperture and sidewall that radiated to the nasal tip.
Initially, the patient was managed with observation and analgesia, but his pain remained constant for 4 months. At that point, we elected to perform a revision open rhinoplasty with an auricular cartilage graft and to replace the nasal valve suspension with alar batten grafts. The Mitek bone-anchored suture on the left side that had been placed during the initial surgery was released. After the revision surgery, the patient reported that his pain and nasal obstruction had resolved.
There are few reported complications of nasal valve suspension described in the literature. In a 2008 review, Andre and Vuyk retrospectively examined 20 cases of nasal valve suspension without bone anchor placemerit.' They found that 5 patients (25%) experienced postoperative pain; 2 of them reported transient tenderness, and 3 required removal of the suture and/or soft tissue to relieve their discomfort.
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Our patient's complaint was consistent with pain along a peripheral distribution of the infraorbital nerve. We conclude that the suspension suture compressed a small peripheral branch of the infraorbital nerve, which resulted in neuropathic pain. Care must be taken to avoid damaging branches of the infraorbital nerve when performing nasal valve suspension. To minimize the risk of this complication, it is important to avoid including peripheral soft tissue when placing the suture.
Surgeons should maintain a high index of suspicion when a patient who has undergone nasal valve suspension complains of postoperative pain that is neuropathic in nature and that fails to abate after the normally anticipated recovery period.
